
us EPA RECORDS CENTER REGION 5 

514651 

dsji 

01258a ; 

4 

t : 

; 

; i 
,• i 

FlRSTr^^EPORT OF INJURY-^: ,- -.rr^v 

IN^TO,** * ioeiol gccvfity T:wmb»» 

OOP. 16. 1 16. 1970 
of Cloiniea tni l>oio of i.lo.ft*d ln|tf«y 

23 ^ 
tmi'loyvr % M*on«iofo W.tKKoM<n9 To* NwmbM 

EMPlOYfE 

7 

EAIPIOYER 

NATURE 

AND 

EXTENT 

OF INJURY 

OR 
DISEASE 

MEDlCAl 
AND 
HOSPITAL 

CAUSE 
OF 

INJURY 

- SCND THIS REPORT IN TRIPLICATE TO: 

EMPLOYERS MUTUAL LIABILITY INSURANCE 
COMPANY-OF WISCONSIN 

p. O^tOX lUT • MIMNtAPOm, MINNItOT* X5«4e • PHONI t*1X) 

unuicrs MWMieTA WUHHOIDINO IAX NUMRII RCMP 

Wl WIU flic A Sfltur WIIM 
tHt MlNMtSOfA ytQftvfHi COvr;r.'iAilCtff rOWWISSiON \VH:N NEClSVer. 

 Sex M [5 f • Occupation DAY l/CrCCITS 

4. Moritol ilotut-Sing'e Moriied • Seporuled • Divorced • 

5. Type o( employmeni'. Full-time Port-time P Scovonoi P Volonlcer • IT ether, ip'rcify . 

6. Type of work program, if opplicoblc; Appre.-ilice P Gl P If other, specify ___________ 

7. Average eornings per v.-eck $ . Check if earnings ore bttseci on piece work. • 

e. Stroiaht-lime worked; Hours per doy S Number of deys worked per week 5 

9. Average over-time worked. Hours per doy 

TO. Straight time rote: S 2.^5 p». hour. Over-time rote; $ 

Number of doys worked per week _ 

per hour. 

11. If port-time worker, stote totol omount earned. Idol number of doys worked and fotol number of weeks 

worked in the lost 26 weeks. S days we>ks Number of 

hours normally worked by full-time employees per week 

T2. If furnished in odditicn to wogei, state weekly volue of: Board S _ 

13. Did employee hove other regular employment of time of injur/? If yes, where? . 

; Lodging $. Other $. 

14. Fmptnyer KTjTTT.Y 74.0 & ehiSilCrlL CO?J. Pljt^TT •? 2 

15. Type of ownership; Individual P Porfnetship P Corporation [2P If other, specify 
16. Employer s oddrcss Trfcrg .gr-p^rrnt 

. Tel. No. 5i22=75il_ 

City Jg. ;CVIS f/jy State Tir-TSCIIIA . Zip Code 
17. Nfjine of employer representative or supervisor who first received knowledge of injury^L_Sf*UM 

IB. Dote vrhen notice was leccivcd lO-^J-TO Tims of doy injury nrmrrert 9th5 AM 

19. Iccotion where injury occurred lrV..3.vH TCAPJ 
.P.M. 

RIvTTiC? HA.-D 20. Nature of claimed injury or disease 

21. Diet claimed injury or diseo-.ecniivf loss ol lime? YeiS NoP if yes In-.t dny wtstkid? lO-.'f.s-TO 

22. Were full wages paid for lost doy worked? Yes No P 

?3. Hos employee returned to work? Yes{3 No P If yes, when 10-27-70 

24. If injury or disease resulted in deoth to crriployce complete th«> following-Dote of deoth . 

Nome of dependent or next-of-kin Rolotionstiip 

Address ' 

25. Nome of treoting physicion . CC. ICu'Iu rAlt-;,IS3xC.Ui Tel. No 

Address hOOQ T,i.ai:' ipth sczii.-::? ST. LOuis PAF::. ::r.r-.r. 
26. Hospital Address 

27. Did employer uu'hcrize medical lieat.mcnl? Yes ^ No P 

28. Describe how injury occurred JIATlDIiILlO gB>-'uL'c3 Ir'u'.dtoTit 
-'.-a 
_e-" 

29. Mochlni.-. tool or opplicmce cousmg injury TZillglg) IiUlIoclR T'-"\ 

30. Did nny cmpt.Jyee physical hon'tirtip rji-.trih-jle 10 cause of itiiufy? Yes • No K I' yes. hew? 

31. Vr'hat articn hos been token to pri'vcnt recurrence?. 

Ooii-d 19 _JP_ 

(On'-fRVC INlJkOCIIONS ON REVERSE SIOE.I 

wc 10? !Vc i-.re rcp:n.-ri ri *I.,I|; il.nll nm be i.ir.l 
»»i.i J 

Signt-d hy ic.'^v 

Oli.rnil litio 7j7'7\- . 

I'hunc No. 

NON-RESPONSIVE

NON-RESPONSIVE

NON-
RESPONSIVE

jsantori
Typewritten Text
931681




